. As mentioned by the authors themselves, there is variability in the definition of MTBI amongst the different papers reviewed (see ref.
1., p. 114), which render specific interstudy comparisons difficult. . The prognostic factors studied in the articles retained for analysis are mostly medical/neurosurgical in nature (see ref. 2 , tables, pp. 90-95), which can limit the conclusions as to global/functional outcome or prognosis. . Some of the authors seem to critique the inclusion of factors such as emotional distress and pain-related symptomatology (amongst others) within the definition of poor outcome following MTBI (i.e. post-concussional disorder), and sometimes consider them as possibly confounding the true effects of MTBI (e.g. ref.
2, p. 101). In fact, such elements may be considered an intrinsic part of the complex clinical picture following complicated MTBI (i.e. post-concussive symptoms are not confounding effects, they are factors which need to be considered in order fully to understand outcome variability). Certainly, the criticism that many of the post-concussion symptoms are subjective and subject to recall or selected differences in reporting is a valid one (see ref. The results of this Best Evidence Synthesis are of great value in terms of overcoming past mistakes and properly orienting future MTBI research. However, in our opinion, they should not be used to dictate clinical and treatment standards (particularly at administrative decisional levels) as has been indicated by the authors.
RESPONSE TO MCKERRAL ET AL.'S LETTER TO THE EDITOR
We appreciate the letter by McKerral et al., highlighting several important issues in our Task Force Report on Mild Traumatic Brain Injury (MTBI), and would like to make some comments and clarifications.
Emotional distress and pain-related symptomatology certainly do appear to be an intrinsic part of a complex clinical picture in those individuals with poor outcome after MTBI. However, the question of exactly what is causing this poor outcome remains unanswered. This does not imply that the persistent symptoms experienced by some individuals are somehow not "real"; but, in order clearly to attribute the poor outcome to the MTBI itself, other potential factors causing or contributing to this poor outcome need to be ruled out. Identification of factors leading to or contributing to poor outcome is a crucially important area that deserves further attention from the MTBI research community.
We agree and recommend that identifying prognostic factors for recovery be seen as a priority in research (ref. 1, pp. 117-118) . Identification of modifiable prognostic factors is important in identifying potential targets for effective interventions and prevention of poor outcome.
We agree that theories and models are important, and can guide research. A review of current theories in this area would be of value, although it was beyond the scope of our Task Force.
We do advocate identifying and intervening with those individuals with negative prognostic indicators (ref. 1, p. 118) . However, at present our ability to identify those individuals is restricted by our limited knowledge of what those negative prognostic indicators are. It is likely (but not certain) that early intervention of the right sort in those individuals at highest risk of delayed or inadequate recovery would be helpful in preventing poor outcome. However, we are far from being able accurately to identify those individuals, nor do we yet have a clear evidence base on which to determine the best intervention or the best timing of that intervention. In our opinion, these questions deserve immediate attention in order to avoid or alleviate suffering in those individuals with poor recovery. One of our mandates was to evaluate the economic costs of MTBI in general, including (but not limited to) healthcare costs. This is the area in which we found the fewest studies, and our ability to report on the overall costs of MTBI was therefore very limited.
